In general surgery in Brighton, morbidity and mortality meetings have been routine practice since 1984. By recording complications and interesting cases as they occur Dunnfile has made case selection for presentation at such meetings much easier. It has offered us the opportunity to study the incidence and pattern of complications so that any possible improvement or changes in practice can be undertaken. Junior staff are given printouts highlighting the cases they have been concerned with during their training. Information about the number and type of operations and the ensuing complications are readily available. The data generated can be used in managing the firm. A future prospect, requiring more than a year's audit data, could be the tracking of changes in the firm, such as increased specialisation.
Nevertheless, the considerable amount of time and effort that has had to be put in to garner these benefits should not be understated. The quality of the data depends on the commitment and enthusiasm of the whole firm, but in particular the consultant. The actual process of filling in forms for audit has significantly changed clinical practice. A data collection form has to be filled in for all inpatients; the surgeon performing an operation is responsible for filling in the appropriate details, and all the information on the data collection forms is then verified by the consultant before being entered on to the computer.
Consideration has to be given to the mode of presentation of audit data. Dunnfile produced most of the information we demanded of it. But only in a few cases could the information be incorporated into other reports without further work. Some tabulations had to be done manually-for example, that showing complications by grade of operation by surgeon (table IV) . Other information, we decided, could be more appropriately presented in graph form.
Time spent considering the presentation of data, so that it can make apparent aspects and regularities which might otherwise be difficult to discern, is time well spent. Unless great care is taken over the presentation of audit data (and even when data presentation has been meticulous) the data are open to misuse:
The secret language of statistics, so appealing in a fact minded culture, is employed to sensationalise, inflate, confuse and oversimplify. Statistical methods and statistical terms are necessary in reporting the mass data of social and economic trends, business conditions, "opinion polls," the census. But without writers who use the words with honesty and understanding and readers who know what they mean the result can only be semantic nonsense. 4 What we have attempted to do in this paper is to raise awareness about the problems of presenting and interpreting audit data and to illustrate this by questioning the appropriateness of using such generally accepted (but crude) indicators of quality such as the numbers of complications and returns to theatre without further qualification. departments, all with fewer than three consultants, had been unable to take part. These were the ear, nose, and throat; accident and emergency; and dermatology departments.
Structure of audit
The figure shows the structure of the audit. The audit coordinator reports to the hospital medical advisory committee, which, at present, carries out the duties of the district audit committee. He has access to the unit general managers and to the district general managers and, if it were ever necessary, direct access to the district health authority.
The Problems identified Quality of medical records-When analysed systematically and critically most records are deficient. During peer review in the medical unit the use of the Birmingham protocol has resulted in considerable improvement over the one year of audit. We also use guidelines from Brighton' on what should be in the clinical medical record. A reprint of this article is issued to each member of the junior staff and a copy is kept in a reference file on each ward.
Diagnostic accuracy-The present method of coding diagnosis according to the International Classification of Diseases (ninth revision) is unsatisfactory. We decided that doctors should be responsible for ensuring that the diagnosis recorded in the notes is accurate. This may be decided during a ward round or the junior staff can discuss this with more senior doctors before discharge of the patient. The consultant will be responsible for checking that the diagnostic code is correct. We are debating whether a coding clerk should be allocated to a small group of specialties rather than being responsible for the whole hospital system as at present. Secretaries will become more involved in these procedures and in some specialties may take over the coding. A computer training programme is available for all medical and secretarial staff to illustrate the process of coding.
Retrieving information from notes is extremely difficult without the use of computers. We have collaborated in the design of a flexible clinical information system with Data Med Computer Systems. Pilot trials have been completed, and this system will be introduced gradually to all specialties. Information from resource management will also help.
Small specialties-In specialties with fewer than three consultants limited audit is carried out. Collaboration has been arranged either region wide (for genitourinary medicine and rheumatology) or with four to five adjacent districts (for mental handicap and adolescent psychiatry), but three specialties (ear, nose, and throat; accident and emergency; and dermatology) have been unable to take part in audit.
Statistical accuracy-Problems have been identified with performance indicators, waiting lists, and outpatient consultations, and the departments of planning and research and medical records have agreed to rectify them.
Outpatient audit poses problems because of the large numbers of patients and the lack of an available database; particularly affected are genitourinary medicine, dermatology, and paediatrics. A clinical information system is essential for outpatient audit. In north Derbyshire the hospital medical advisory committee has decided to take on the responsibility of a district medical audit committee. Most of the recommendations in the white paper Working for Patients are undertaken by the audit coordinator. To examine the audit programme as a whole and to allocate priorities, however, the committee will have a special meeting once or twice a year.
In conclusion, the organisation of audit in this district health authority has as one key element the appointment of a senior clinician as coordinator of districtwide audit with adequate administrative back up; the other key element is the enthusiastic support of the consultants. Our experience shows that audit can be started without computer technology, but a flexible clinical information system is essential to enhance the process of audit and to extend its scope. 
